A 79-year-old Caucasian man with a history of coronary heart disease and right-sided nephrectomy for renal cell carcinoma was admitted to the hospital with an acute confusional state secondary to narcotic overdose. On admission, all initial laboratory work was normal including a creatinine level of 1.1 mg/dL and a blood urea nitrogen level of 28 mg/dL. The patient's mental status improved after the adjustment of his narcotics. However, on day 4 of hospitalization, the patient developed anuria and his creatinine and blood urea nitrogen levels increased to 5.5 mg/dL and 60.0 mg/dL, respectively (Figures 1-3) .
Radiologic Findings
Noncontrast computed tomography (CT) of the abdomen and pelvis revealed a left internal iliac artery aneurysm (IIAA) measuring 6.1 Â 6.7 cm compressing the left ureter with attendant hydroureteronephrosis down to the level of the aneurysm. The right kidney was not visualized secondary to a prior nephrectomy ( Figure 1 ). A ureteric stent subsequently was placed, followed by normalization of renal function. Follow-up CT arteriogram of the abdominal aorta and pelvis with 3-dimensional reconstruction images showed a 5.1 Â 5.1 cm abdominal aortic aneurysm, 6.1 Â 6.7 cm IIAA, and left ureter stent with corresponding decompression of the patient's hydroureteronephrosis ( Figure 2 ). Later the left IIAA was thrombosed with coils occluding both the inflow and exiting vessels of the aneurysm (Figure 3 ). The patient was discharged without complications.
Discussion
IIAA accounts for 1% of all abdominal aneurysms, with a rupture rate of 25%, resulting in death in 50% of patients [1] . Because of the limited number of reported cases, it has been difficult to establish the relative frequency of iliac aneurysms as a cause of renal dysfunction. IIAAs usually occur either in association with or in direct continuity with abdominal aortic aneurysms. They usually are asymptomatic but can present as a pelvic mass or uncommonly may cause acute renal failure secondary to ureteral obstruction and consequent hydronephrosis. Urinary tract obstruction accounts for fewer than 5% of cases of acute renal failure. Mechanical obstruction can occur at any level of the urinary tract, from the renal calyces to the external urethral meatus. Both intrinsic or extrinsic mechanical blockade as well as functional defects not associated with fixed occlusion of the urinary drainage can account for the obstruction.
We hypothesize that our patient with only one functioning kidney developed acute post-renal failure from continuous compression of the left ureter by the internal iliac aneurysm. This probably was because he remained in the supine and left lateral decubitus position after admission for his confused state from a narcotic overdose.
CT remains the initial imaging choice for IIAAs. Any lesion greater than 3 cm in diameter should be considered aneurysmal [2] . CT is positive in almost all cases and can show both the site and true size of the aneurysm. However, conventional CT fails to show all of the feeding vessels of the aneurysm. Thus, further studies with either CT angiography (CTA) or fluoroscopic angiography are required [1] .
In cases of associated hydroureteronephrosis, urgent decompression of the ureter is required. Open surgical ligation has been the traditional treatment of choice in IIAA.
However, it is associated with a mortality rate of up to 10% [3] . Endovascular repair of IIAAs has emerged as an alternative treatment option. Performed by using a combination of branch-vessel coil embolization and stent grafting, this technique has the potential to reduce perioperative morbidity and mortality, especially in high-risk patients.
In conclusion, IIAAs are an extremely rare cause of postobstructive uropathy. Their location hinders analysis per physical examination. Radiographic diagnosis is critical for prompt diagnosis and evaluation of further treatment options. 
